Role of the district or non-teaching hospital
From Sir John Donne Chairman, South East Thames Regional Health Authority, Wellesley Road, Croydon CR9 3QA Sir, I have worked in the NHS for nearly 20 years in a voluntary capacity. I am al} enthusiast for the NHS but can see many of its faults. Finally, I am not active in any political party, believing strongly that health should be above party politics.
Why is the NHS not as good as it should be? It really is too easy to say 'shortage of money', and I do not think that that is what Sir George Godber is saying, simpliciter, in his letter (April Journal, p 300).
The Health Service, as Dr Paulley reminds us (February Journal, p 88), grew up piecemeal over the centuries. People of goodwill built hospitals without any kind of Regional or National plan. The Dawson report, to which Dr Paulley refers in his article (p 89), identifies very clearly the role of What it calls 'secondary health centres' -which represent today's district general hospitals (DGHs) -and their relationship with primary health centres (the health centre and community hospital of today) and the teaching hospitals. Dr Paulley has chosen to attack expenditure on community care which, of course, includes most of the primary care services and community hospitals, as if it was excessive, wasteful and misdirected. In fact, they are complementary, and the real problem is that through inadequate capital and the necessary revenue to go with it, it has just not been Possible to complete the 'Secondary Health Centre' programme throughout the country, which Would have ensured that within a Health District one or two sites would have' had on them a comprehensive range of specialty services, including geriatricians and psychiatrists working to gether to serve the needs of their surrounding population. Regrettably, there are still many parts of the country where specialties are working in isolation from a major district general hospital.
However, there has been some progress in the capital programme, partly in relation to the teaching hospitals. Within my own Region there has been an exodus of a large part of the teaching hospital's districts' population, mainly out to the peripheral areas, resulting in increased pressure in those districts, most of which do not have a modern secondary health centre or a DGH. So, in many areas of the country we have too few modern hospitals to serve the needs of patients (and I do often use that word) in the area, and in somefewer -areas there are too many. Our forebears have, therefore, compounded our present problem of a shortage of funds by putting many hospitals in the wrong places, often through no fault of their own, e.g. migration. I do not think Dr Paulley believes that we should sti11lock away our mentally ill and mentally handicapped patients in inaccessible monstrosities, but I cannot detect in his article a constructive variant from current National or Regional policies that major acute mental illness units should be at DGHs and that much smaller, humane -and above all, humanunits should be developed near their point of origin for the increasingly small number that may remain for the rest of their lives in hospital.
Dr Paulley has a dig at the Resource Allocation Working Party (RAWP), and well he may. No one pretends that standardized mortality ratios are infallible, but if we ignore them in our Region it would mean taking away even more from our teaching hospitals. There are a number of gaps to be made good. Few, for example, would maintain that service increment for teaching makes adequate provision for dental teaching; and how do we measure social deprivation? But surely we are not concerned with minutiae? Has not RAWP only confirmed that some parts of the country (and of each Region) are far better provided than others? Perhaps Dr Paulley would like to define what serviceseach district should have, and how he would identify what he calls 'essential services'. The cost of implementing this could be measured and compared with target figures under RAWP.
Can we not stop ill-informed and usually inaccurate criticism of each other -of which Dr Paulley's article contains many examples? By this I do not just mean that consultants should abjure their weekly letter to The Times about administrators, but that all of us, the professionals of all disciplines and thelaymen, should seek to work together to make the best possible use of our scarce resources. To my mind that includes primary health care, because, expense apart, patients just do not like nor always need to go to hospital; the teaching hospitals, the loss of whose skills would be an irreparable loss to the NHS; the DGHs with their vital acute function (not forgetting a mental illness function too); and the community hospital where the patient, after the acute phase of his illness (or when in need of nursing care), can complete his recovery in the cheaper and frequently more pleasant ambience where his family physician can once more resume his primary care with relatives or friends close by.
Dr Paulley argues for more involvement of the local consumers in influencing development. I suspect he means both public and providers alike. But are not community health councils on the one hand, and the numerous advisory committees at all levels (which the medical profession actively sought) and the 'management team' mechanism for decision-making on the other, the answers to his argument? JOHN DONNE 28 April 1978
From Dr A F Tuxford Department of Bacteriology & Virology, University ofManchester, Manchester M13 9PT
Dear Sir, I have read the recent correspondence with some interest and feel that perhaps undue. emphasis has been placed on the provision of medical care as the criterion for hospital admission.
The person who becomes ill not only has a condition which requires diagnosis and treatment, but also may become unable to continue his or her routine for daily life. In severe illness he or she may return to a state of physical dependence resembling that of childhood. Although the doctor deals primarily with the illness, the nurse is concerned with both aspects, and the greater part of the nurse's time may be devoted to providing maternal-type care. This caring function in minor illness previously was usually provided by other members of the household, but with the increase in the numbers of single-person or single-parent households and working wives, this has frequently become impossible. The result is increased admission to hospital, since the domiciliary facilities are inadequate.
Patients who are not very ill like to have plenty of visitors and do not require the provision of highly-complex equipment or highly-trained staff, etc, for their treatment. This suggests a need for local hostel-type accommodation, which might be run in association with local general practitioner hospitals. Alternatively, consideration should be given to the need for provision of domiciliary services,e.g. meals on wheels three times daily, and a temporary two-way radio, which would enable patients to stay in their own homes, presumably at less cost to the National Health Service. This service would not exclude the need for both district general or teaching hospitals, but should require the provision of fewer beds for certain specialties. The implementation of such schemes would, of course, place a heavier load on the family doctor, but would increase the variety and interest of his/her work, providing better job satisfaction. Journal, p 324) , to cover in depth all aspects of this subject, especially the somewhat confusing and evolving system of regulation. It is necessary to note that when the United Kingdom became a member of the European Economic Community (EEC) on I January 1973,Council Directive 65/65 setting out a common basis for dealing with the licensing of medicinal products had already been adopted. Two complementary Directives, 75/3l8 and 75/3l9, were adopted in May 1975. All three Directives are binding on member states. Directive 75/318 is generally known as the 'standards and protocol' Directive, and it sets out the type of information required to license a new medicinal product. It covers minimum standards for chemistry, pharmacy, pharmacology, toxicology and clinical trials.
The 75/319 Directive established a Committee for Proprietary Medicinal Products (CPMP), with each member state represented by an official concerned with applications in his own country. In simple terms, this Committee can be regarded as the Committee on Safety of Medicines of the EEC. The CPMP has set up two working parties which were given the task to draw up guidelines on toxicity requirements and efficacyrequirements for new drugs. Those guidelines have already been promulgated and show a degree of flexibility of approach which is reassuring. Another advisory body with a broad policy remit in the field of medicinal products is the Pharmaceutical Committee. It is this Committee which will consider revisions to existing Directives and also any proposals for new Directives. This body is analogous to the Medicines Commission. These Directives could limit the scope for flexibility of member states' 'drug regulatory authorities'. On
